Integrated public health policy (IPHP) aims at integrating health considerations into policies of other sectors. Since the limited empirical evidence available may hamper its further development, we systematically analysed empirical manifestations of IPHP, by placing policy strategies along a continuum of less-to-more policy integration, going from intersectoral action (IA) to healthy public policy (HPP) to health in all policies (HiAP). Our case study included 34 municipal projects of the Dutch Gezonde Slagkracht Programme (2009-15), which supports the development and implementation of IPHP on overweight, alcohol and drug abuse, and smoking. Our content analysis of project application forms and interviews with all project leaders used a framework approach involving the policy strategies and the following policy variables: initiator, actors, policy goals, determinants and policy instruments. Most projects showed a combination of policy strategies. However, manifestations of IPHP in overweight projects predominantly involved IA. More policy integration was apparent in alcohol/drugs projects (HPP) and in all-theme projects (HiAP). More policy integration was related to broad goal definitions, which allowed for the involvement of actors representing several policy sectors. This enabled the implementation of a mix of policy instruments. Determinants of health were not explicitly used as a starting point of the policy process. If a policy problem justifies policy integration beyond IA, it might be helpful to start from the determinants of health (epidemiological reality), systematically transform them into policy ( policy reality) and set broad policy goals, since this gives actors from other sectors the opportunity to participate.
INTRODUCTION
Public health issues are considered wicked problems, as most of their determinants lie outside the health sector. Examples include environmental determinants such as socio-economic, cultural and environmental factors, living and working conditions, and community networks (Dahlgren and Whitehead, 1991; Kickbusch, 2010) . Given the importance of these social determinants of health (SDH), policies that address them are considered the most promising approach to promote health and achieve sustainable health outcomes (Kickbusch, 2008 (Kickbusch, , 2010 . These policies aim to integrate 'health considerations into other policies and sectors beyond the health sector' [ (Sihto et al., 2006), p. 4] . Policy integration involves the interrelation of the content (e.g. policy goals and policy instruments) of policies of several sectors (Shannon and Schmidt, 2002) . Such integrated policies are referred to by different terms, e.g. governance for health (Kickbusch and Gleicher, 2012) , policies for better health and integrated public health policy (IPHP) (Knutsson and Linell, 2010) . Empirical evidence on the way IPHP develops in practice is 'scarce, preliminary or anecdotal' [ (Lin et al., 2012), p. 23] .
The literature mainly explains what IPHP is or should be (Ståhl et al., 2006; McQueen et al., 2012) , and why it might be a necessary policy strategy (Kickbusch, 2010) . Suggestions on how to develop IPHP are mainly derived from literature on governance and policy development in general (Kickbusch and Gleicher, 2012) and examples given are primarily at a national level (Ståhl et al., 2006; Kickbusch and Buckett, 2010; McQueen et al., 2012 , Leppo et al., 2013 . More detailed insight into the empirical manifestations of IPHP might bridge the gap between the theoretical ideal of IPHP and daily practice, since it will help to understand aspects of the policy process that enable the development of IPHP . This would require evidence on policy variables such as who takes the initiative to start IPHP, what other actors are involved in the policy process, what do they want to achieve within the context of IPHP and with what type of policy instruments.
In the literature, several different interpretations of IPHP and related terminologies circulate. For the understanding of empirical manifestations of IPHP, we consider the typology by Kickbusch (Kickbusch, 2010) as most suitable, because this gives room for different interpretations to coexist. This typology distinguishes three intellectual policy waves: intersectoral action (IA), healthy public policy (HPP) and health in all policies (HiAP). This typology is based on the development of horizontal policy approaches (WHO, 1978 (WHO, , 1986 ; Council of the European Union, 2006) and represents a continuum of degrees of policy integration (Koivusalo, 2010) . This continuum ranges from a one-directional, health-centred approach, involving policy integration in the implementation stage (IA), to a multi-directional model, also involving policy integration in decision-making and development processes (HiAP). The typology of policy strategies refers to a generally recognized shift from government to governance (Kickert et al., 1997) . This means that policy processes 'are no longer fully controlled by the government, but subject to negotiations between a wide range of public, semipublic and private actors' [ (Sørensen and Torfing, 2007), p. 4] . Whereas IA and HPP have characteristics of 'government', and HiAP could be typified as 'governance', the latter is not an end stage in policy making, rather part of a larger whole-of-government approach with opportunities for synergistic policies in all directions (Kickbusch and Gleicher, 2012) .
Since the three policy strategies can be placed on a continuum, the distinction between these strategies is not clear-cut. Although these strategies are interpreted differently in the literature , common characteristics can be derived. IA, proposed by the Alma Ata Declaration (WHO, 1978) , involves efforts by the health sector to collaborate with other public policy sectors to improve health outcomes (Kickbusch, 2010; Shankardass et al., 2011) . This project-based strategy is characterized by goals narrowly related to health and the use of communicative policy instruments to tackle individual lifestyle determinants (Kickbusch, 2010; Kickbusch and Gleicher, 2012) . HPP, introduced by the Ottawa Charter (WHO, 1986) , involves an explicit concern for health in all areas of public policy through accountability for health impact. It is characterized by the involvement of governmental actors of several policy sectors (Ståhl et al., 2006) and a mix of policy instruments in a settings approach (WHO, 1986; Kickbusch, 2010) . The main purpose is to create supportive environments for health (Ståhl et al., 2006; Kickbusch, 2010) . HiAP, a major theme during the Finnish Presidency of the EU, can be characterized by a systematic examination of SDH, broad goal definitions related to health, well-being and equity, and a dynamic policy response across portfolio boundaries by governance networks, consisting of governmental (WHO, 2014) as well as societal actors (Kickbusch, 2008 (Kickbusch, , 2010 Shankardass et al., 2011) . Health promotion professionals seem to have different roles in each strategy. They are implementers in IA and brokers for health in HPP strategies (Kickbusch, 2010) . Within HiAP, their role is not well defined.
The Dutch Gezonde Slagkracht Programme (Decisive Action for Health) (2009-15; ZonMw, 2009) provides an excellent opportunity to systematically study the empirical manifestations of IPHP. This programme, initiated by the Dutch Ministry of Health, Welfare and Sports, provides financial and professional support for municipal authorities to develop and implement IPHP on specific health themes (or a combination of themes), i.e. overweight, alcohol and drug abuse, and smoking. Every Dutch municipality or collaborating group of municipalities (referred to below as pilot projects) could apply for this support by completing application forms that required them to specify their intended IPHP strategy. Financial support depended on the level of IPHP experience, for which the pilot projects were purposively selected in different stages of policy development. Professional support included workshops on national regulations affecting public health policy, interactive policy development and policy continuation. The examples of pilot projects in Box 1 illustrate their diversity.
The aim of this study was to systematically describe the manifestations of IPHP in day-to-day policy practice and to evaluate how these manifestations reflected the IA, HPP and HiAP policy strategies.
METHODS

Design and data collection
Our multiple case study encompassed all 34 pilot projects of the Dutch Gezonde Slagkracht Programme . Two different data sources were used. First, we collected the application forms in which the pilot projects motivated their participation in the programme and set out the aims of the projects and their plans for collaboration, interventions, planning and funding. Second, we interviewed the local project leaders 6-12 months after the start of the pilot projects (Spring, 2011) . Topics discussed were the main issues addressed by the project plans (e.g. reasons for IPHP in general and content of specific interventions in particular), as well as the position of the project in the municipal organization (e.g. relations with existing municipal policy programs and involvement of municipal actors) and the way IPHP was envisioned (what the characteristics of the intended IPHP were). The interviews, which took ∼ 60-90 minutes each, were audio-taped with the respondents' permission and summarized by the researchers in interview reports. Four project leaders used the opportunity to read the reports for approval.
Data analysis
Our qualitative content analysis used a deductive framework approach, which is suitable for policy-relevant qualitative research (Srivastava and Thomson, 2009) and includes a systematic analysis of the data based on an analytical framework featuring key concepts and variables as initial coding categories (Ritchie and Spencer, 2004) .
The three policy strategies, IA, HPP and HiAP, served as the basis for the analytical framework (Kickbusch, 2010) . To make these strategies suitable for empirical analysis, we operationalized them in terms of variables of the policy process. We adopted the variables of initiator and actors from the policy network literature (Kickert et al., 1997) . These variables refer to an individual, group, Box 1: Examples of projects in the Gezonde Slagkracht Programme
Obesity project
Initiated by the regional public health services, this project aims to promote a healthy lifestyle among children. The project uses a single lifestyle intervention in which obese children attend special sports lessons. The actors involved are from the policy sectors of public health and sports. Actors include both public (e.g. regional public policy departments) and private organizations (e.g. sports club, health insurance company).
Alcohol project
Initiated by two policy departments, viz. public safety and public health, and aimed at reducing excessive drinking and changing the existing heavy drinking culture in the village communities. The project uses a mix of communication (e.g. instruction and education) and legal instruments (e.g. covenants between municipality and sports clubs). Actors involved are both public (e.g. several policy departments, police, firebrigade), and private actors (e.g. sports clubs, a discotheque).
All-themes project Aimed at creating a permanent level of instruments to prevent obesity, depression, alcohol abuse and early school leaving, to enhance citizens' ability to cope independently. The project uses a mix of lifestyle interventions, embedded in a permanent network of public services in policy sectors like education, public safety, social work and public health, with public, semipublic and private actors involved. The initiator of this project is unknown.
organization or group of organizations that take action in the agenda-setting stage (initiator) or subsequent stages (actors) of the policy process. From public policy literature, we adopted the variables of policy goals and policy instruments. Policy goals refer to situations that initiators and actors find important and think they can stimulate or actually want to achieve (Van de Graaf and Hoppe, 1996) . We distinguished process and content goals. Process goals involve sector goals, i.e. goals that create conditions necessary to realize central goals, whereas content goals involve central goals, i.e. what policy actors actually want to achieve, and final formulations, i.e. the motives for the central goals (Van de Graaf and Hoppe, 1996) . Policy instruments refer to the resources that initiators and actors can use to actually achieve the various predefined goals (Van den Heuvel, 1998). We subdivided this variable into three types of policy instruments: communication (e.g. health education), economic (e.g. price mechanisms) and legal (e.g. covenants and laws) (Van den Heuvel, 1998) . From the public health science literature, we finally adopted the variable of determinants. Determinants refers to the causal factor policies intend to address to improve health and health-related behaviours (Dahlgren and Whitehead, 1991) . These factors were further specified in terms of the various health-related individual (e.g. motivation) and environmental determinants (e.g. social and physical factors) (Dahlgren and Whitehead, 1991) . Cross-tabulating the five policy variables with the three policy strategies resulted in the analytical framework presented in Table 1 (Characteristics rows).
The data were coded using the framework variables as the main codes and their further specifications as subcodes. To start with, D.P. and J.H. separately coded the data of three pilot projects. After discussing their results, they concluded that they agreed about the main codes but differed regarding the sub-codes. After further specifying the definitions of these sub-codes, the disagreement disappeared. The next step was to have the remaining pilot projects coded first by D.P. and then by J.H., without major differences appearing.
Next, we rearranged the coded data according to the appropriate part of the analytical framework. That is, we decided for each of the five variables which of the coded text fragments exemplified which of the policy strategies. This resulted in a summary of empirical manifestations for each variable and policy strategy. These empirical manifestations were entered into the analytical framework (Table 1; Manifestations rows).
As we recognized different policy strategies within projects as well as within variables, we created the following scoring algorithm to systematically interpret the data. Based on the empirical manifestations identified (Table 1) , we assigned 0 points to a variable within a single project if that particular policy strategy was not apparent, 1 point if the policy strategy was apparent but not dominant, 2 points if the policy strategy was dominant but not exclusive and 3 points if the policy strategy had been exclusively applied. The algorithm was separately applied by D.P. and J.H., after which they discussed their individual scores for each of the variables and projects. As a result, some characteristics (based on the literature) and manifestations (based on the data) of the analytical framework were further specified to reach consensus on the final scores. To protect the anonymity of the projects in this study, we decided to report the results of our analysis without linking examples to the specific projects in question.
RESULTS
For two of the pilot projects, insufficient information was available. Fifteen of the remaining 32 projects focused on overweight, 2 on overweight and alcohol (referred to below as overweight projects) and 11 on alcohol and/or drugs (alcohol/drugs projects), while 4 projects addressed all four themes simultaneously (all-theme projects). Due to insufficient information, we could not assess initiator and instrument variables for all projects, while the determinants variable could not be assessed for any of the projects. Determinants were either described in general terms, e.g. attitude, lifestyle, social or physical environment, or implicitly referred to by naming interventions without explaining their content and goals.
Mix of policy strategies
In general, manifestations of IPHP predominantly reflected IA, with HPP the second most common policy strategy and HiAP the least common (Table 2) . Some projects used an explicit IA, HPP or HiAP strategy, whereas most projects had characteristics of several policy strategies. This mix of policy strategies was present across variables, e.g. predominantly IA regarding actors and HPP regarding policy goals, as well as within one variable, e. g. policy instruments with characteristics of both IA and HiAP.
Initiator
The development of IPHP was most often initiated by the public health sector (IA). This was especially true for overweight projects, where the department of public health or the regional public health service acted as the initiator, while the initiator in two of the projects was the municipal alderman for public health. In two of the alcohol/drugs projects, it were other policy departments that took the (Kickbusch, 2010) .
Goal definition
Narrow, health-related (derived from Kickbusch, 2010; Shankardass et al., 2011) .
Health determinants addressed
Focus on individual behavioural change; individual lifestyle factors (Kickbusch, 2010) .
Interventions
Lifestyle intervention, predominantly communication instrument.
Policy context
Project-based; policy component not necessary; rational policy making (Kickbusch and Gleicher, 2012) .
Manifestations Initiating policy sector Public health sector (e.g. regional public health service, department of public health, Alderman for public health, based on research by regional public health service), primary health sector (e.g. addiction service provider).
Policy sector
Health sector, e.g. department of public health, regional public health service, health service providers, other policy departments than public health. Phase of policy process E.g. public health services develop a specific intervention on exercise and healthy diet in schools and ask sports and education departments to implement it.
Goal definition
In terms of, e.g. reduction of obesity, development of balanced offer of prevention interventions, increased healthy lifestyle, i.e. central goals.
Not found in data. Interventions E.g. health education, coaching, implementation of one explicit health-related intervention, protocol for early detection or chain approach to health.
Policy context
Project-based, e.g. temporary funding for the implementation of interventions (<2 years).
HPP Characteristics Initiating policy sector
Mainly public health sector (government), but not necessarily (Kickbusch and Gleicher, 2012) .
Policy sector
Any policy sector, including public health (government) (Kickbusch and Gleicher, 2012) .
Phase of policy process
Policy development and policy implementation (any policy sector, including public health) (Kickbusch, 2010) .
Other
Role of public health sector not necessary.
Goal definition
Mid-category, predominantly health related in terms of creating supportive environments for health (Kickbusch, 2010) Health determinants addressed Problems addressed at the causal level: lifestyle, environment and people's empowerment (Kickbusch and Gleicher, 2012) . Start of SDH approach.
Interventions
Mix of strategies: communication, economic and legal instruments (Van den Heuvel, 1998; Kickbusch, 2010) .
Policy context
Settings approach, to get same message to target group in several locations (Kickbusch and Gleicher, 2012) . Incremental strategy; not project based but policy based (Kickbusch, 2010 (Kickbusch, 2010) .
Policy sector Any policy sector, including public health (government and non-government). Phase of policy process
Policy development and policy implementation by any policy sector, including public health: dynamic and partnership-based policy process (including contributions by public health to other sectors). Policy networks include also other societal actors (governance) (Ståhl et al., 2006) . Interdepartmental units and committees: administrative level and aim to reorient policy departments around a shared priority (Greer, 2012) . Other Policy practice adopted by politicians and policymakers.
Goal definition
Broad, relating to health, well-being and equity.
Other
Benefits of improved population health for the goals of other sectors (Kickbusch and Gleicher, 2012; McQueen et al., 2012) . Shared goals across all parts of government.
Health determinants addressed
Key determinants of health addressed in a more systematic manner (Kickbusch and Gleicher, 2012) . Core is examining SDH as starting point of policy process. Goes beyond individual factors and lifestyles (Ståhl et al., 2006) .
Interventions
Mix of HPP-related strategies, but strategies show more characteristics of a dynamic policy response across portfolio boundaries (Kickbusch, 2010) .
Policy context
Evidence-informed policy making (Ståhl et al., 2006) .
Continued
Manifestations of integrated public health policy initiative (HPP), such as the department of public safety or the department of employment and social affairs. In one of the all-theme projects, the mayor, as representative of the public safety department, acted as the initiator (HPP). In one other project, the initiator was a working group formed by several policy departments, citizens and societal actors (HiAP).
Actors
The actors involved in the policy networks were predominantly municipal departments representing several sectors (HPP). Especially in alcohol/drugs projects, several policy departments were involved in development and implementation of IPHP. The department of public health or the regional public health services were involved in almost all of these projects, as were societal actors such as addiction service providers, schools and municipal policy departments (e.g. departments of public safety, of public order and of welfare). All-theme projects were comparable to alcohol/drugs projects in terms of actors. In one of these projects, IPHP was designed and implemented in an elaborate project structure consisting of a steering group, project groups and working groups in which various organizations, e.g. policy departments, schools, sports clubs, library, crèches and the police, participated (HiAP). Overweight projects showed a more mixed pattern of actor involvement. Public health sector organizations were predominantly involved (IA), whereas other governmental policy departments, e.g. education, welfare and sports, were also involved, especially in the implementation phase of IPHP.
Policy goals
The most prevailing type of content goals were central goals narrowly related to health (IA). This was especially the case in overweight projects. Policy goals were sometimes phrased in terms of overweight reduction and achieving a healthy lifestyle. Alcohol/drugs projects showed a mixed pattern of types of policy goals. Next to central goals like reduction of alcohol or drugs consumption by specified target groups (IA), many of these projects set final formulations in terms of, e.g. the creation of safe environments (HPP) and the prevention of early school leaving (HiAP). All-theme projects set broader final formulations in terms of prevention of disparities and increased societal participation (HiAP), whether or not accompanied by central goals regarding healthy lifestyle (IA) and revitalising town districts (HPP). Almost all projects formulated process-related sector goals predominantly in terms of collaboration processes and created support for the policy and implementation steps.
Policy instruments
The most common approach consisted of a mix of communication, legal and economic instruments in a settings approach (HPP). Alcohol/drugs projects as well as all-theme projects predominantly developed and implemented such a mix of policy strategies, for example covenants with pubs to ban happy hours, combined with measures to correct the youths if they break the law on alcohol consumption. Some of these projects implemented a settings approach in which public health-related messages on alcohol and drug abuse reached the target group via different actors and sectors, and at various locations. In overweight projects, communication interventions in terms of health education were the most common type of policy instrument, while a settings approach was used to a lesser extent. In the all-theme projects, some began dynamic policy responses across portfolio boundaries (HiAP). Such a policy component arose, for example, when public health was incorporated in the overall policy agenda of the local government as a topic of permanent policy attention, or when regulations were changed, such as rules to limit the time that bars may serve alcohol and special arrangements for youngsters who commit small crimes while being under the influence of soft drugs.
DISCUSSION
Summary of results
This study examined manifestations of IPHP in Dutch municipalities participating in the Gezonde Slagkracht Programme (ZonMw, 2009). We found that most pilot projects involved a combination of policy strategies. Overall, IA was the dominant policy strategy, especially in overweight projects. IA was also clearly present in projects on alcohol and drugs, but HPP was the most common policy strategy here. In projects addressing all health themes, HiAP was the most prominent strategy.
Limitations
The study had some limitations. First, the framework used to analyse the policy manifestations is one way of looking at IPHP (Kickbusch and Gleicher, 2012) . The pluralistic use of terminology in this respect indicates that alternative operationalizations are also possible. One such an alternative could start with deciding at which point on the continuum, from IA to HiAP, policy integration becomes meaningful (Raphael, 2008) . Another such an alternative could start from a network perspective and include variables such as actor interactions, decisionmaking and network management (Kickert et al., 1997) .
As recommended (Ritchie and Spencer, 2004) , we chose the analytical framework that at best fitted the empirical policy manifestations reflected by our data. Second, the data did not always clearly reflect the different policy variables. This indicates that some of the policy strategies may have remained beyond our view. Since the two types of data source we studied (data triangulation; Polit and Beck, 2004) did not differ in the policy strategies they reflected, it is not very likely that missing information has seriously biased our results.
Third, we operationalized the three policy strategies by giving the policy variables a distinct content for each strategy. This may not have done justice to reality, in which the boundaries between the strategies, covering a continuum of less-to-more policy integration, are not very clear-cut (Koivusalo, 2010) . This may hamper the predictive value of the typology in future research. We addressed this by allowing different empirical manifestations of variables to coexist.
Fourth, we used a simple scoring algorithm to determine the dominant policy strategy for each project. Although the use of the algorithm was extensively discussed by two researchers (investigator triangulation; Polit and Beck, 2004) , we cannot exclude that other evaluators would come to different conclusions. As we consistently used Table 1 as a guide for the analysis, we do not expect, however, that accidental differences in interpretation would fundamentally alter the mix of policy strategies we found.
Finally, the projects included in our study may reflect a selective sample. As the Gezonde Slagkracht Programme purposively selected pilot projects in different stages of policy development, we assume that our sample covered a variety of IPHP policies similar to that in all Dutch municipalities. The inconsistent use of terminology in international literature and policy documents makes it difficult to compare findings with studies from other countries . Our operationalization based on Kickbusch could serve such kinds of comparisons with local or national initiatives elsewhere in the world, like those within the WHO European Healthy Cities Network, the US Healthy Communities Program and the Australian Health Lens Analysis Project.
Interpretation of the findings
Manifestations of IPHP predominantly took the form of IA, involving a limited, though not negligible degree of policy integration. IA is an improved policy approach compared with approaches involving solely organizations from the public health sector in lifestyle-based health promotion interventions (Kickbusch, 2010) . In the case of wicked problems, more sustainable health outcomes are theoretically expected from HiAP, being the most integrated strategy on the continuum of policy integration (Sihto et al., 2006; Kickbusch, 2010) . As noticed before (Raphael, 2008; Clavier et al., 2012) , our study indicates that HiAP, as a move towards a whole-of-government approach (Kickbusch and Gleicher, 2012) , seems to be more complex and more difficult to realize than IA and HPP. Besides, the nature of a health problem defines the necessary level of policy integration to tackle the problem (Smedley and Syme, 2000) . In other words, an IA approach might suit some public health-related problems, while others need HPP or HiAP.
If, however, a policy problem justifies policy integration beyond IA, our systematic analysis of manifestations of IPHP indicates that improved integration may be related to initiator, determinants of health, policy goals, policy instruments and policy coherence.
Initiator
The involvement of non-health sectors is regarded as fundamental for public policy to achieve health benefits (Kickbusch, 2008 (Kickbusch, , 2010 . Becoming aware of this and of the benefits of a healthy society for their own policy goals may be a prerequisite for other sectors to engage in or even initiate IPHP (Provan and Milward, 2001 ). In our study, IPHP manifested itself predominantly as IA with the health sector taking the lead. Achieving higher degrees of policy integration, such as HPP and HiAP, may require a different role for the health sector. One that is 'outward-oriented, open to others and equipped with the necessary knowledge, skills and mandate to take a systems approach to health' [ (Kickbusch and Gleicher, 2012), p. 84] . This indicates that the health sector should act as agenda setter and broker for health (Kickbusch, 2010; Kingdon 2011) to create awareness among other sectors.
Determinants
Determinants are an important starting point for better health outcomes (Kickbusch, 2008 (Kickbusch, , 2010 . However, our data indicate that these determinants were not the basis of the IPHP process in the pilot projects. Instead of an epidemiological reality (Plochg et al., 2013) , we predominantly saw a policy reality (Shaw, 2012 ) with a prominent role for sector goals on aspects like collaboration with other sectors. Domination of the policy reality may have a distracting effect on the systematic transformation of determinants of health into public policy. Experiences with intervention mapping indicate that this protocol may be helpful in such a transformation process (Bartholomew et al., 2011) .
Policy goals
Actors are willing to contribute to policy processes when they have the opportunity to safeguard their own interests (Provan and Milward, 2001) . Our findings for alcohol/ drugs and all all-theme projects show that broad policy goals in terms of final formulations on well-being and equity can accommodate these interests and bridge a presumed gap between policy sectors. This trend can possibly be explained by the fact that alcohol-and drugs-related problems, which are also present in all-theme projects, seem to directly impact other objectives than public health, e.g. public safety or economic prosperity. This creates possibilities for cross-sectoral collaboration. Although overweight is predominantly considered an individual lifestyle problem (Raphael 2008) , it impacts other sectors as well (Cawley, 2004) . This may result in a common interest in addressing overweight. Final formulations offer the opportunity to accommodate multiple central goals of several policy sectors (Van de Graaf and Hoppe, 1996) and can facilitate coherent policy to meet common interests. Overweight projects may thus also be able to overcome the dominance of IA.
Policy instruments
Determinants and policy goals determine the choice of policy instruments (Van den Heuvel, 1998) . The dominance of IA in our study resulted in a focus on communication instruments in the form of individual lifestyle interventions in a majority of the projects. However, lifestyle interventions are not appropriate for every problem. For wicked problems, a setting approach could be more effective (Smedley and Syme, 2000) . If various sectors are involved in IPHP, they bring along their own resources (Provan and Milward, 2001 ). This may lead to the development and implementation of a mix of communication, legal and economic instruments as characteristics of the HPP and HiAP strategies. If this is the policy ambition, policymakers should be familiar with different types of policy instruments and know who possess what instruments.
Coherence between policy strategies
Some projects showed a mix of policy strategies across and within the variables. Such a mix within variables does not seem problematic. It seems reasonable to formulate policy goals narrowly related to health (IA) and final formulations related to health, well-being and equity (HiAP). However, such a mix across variables might have unfavourable consequences if this mix displays incompatible aspects. For example, it seems impossible for policy goals stated in terms of final formulations (HiAP) to be realized with communication instruments (IA). The quality of a policy theory, by which we mean 'the total of causal and other assumptions underlying a policy' [(Hoogerwerf, 1990), p. 285] , affects the results of this policy (Hoogerwerf, 1990) . Although, such understanding of policy theories may contribute to the necessary policy integration, it may not be easy to precisely specify these causal theories for the wicked problems that many public health issues in fact are. This may at least partly explain why IPHP manifests itself predominantly as IA in the pilot projects. A systems perspective might be helpful to support a transition from government-related IPHP such as IA to governance-based IPHP like HiAP (Richmond, 1993) .
CONCLUSION
Manifestations of IPHP in Dutch municipalities have more characteristics of IA than of HiAP. IA, meaning a limited though not negligible degree of policy integration, is a step forward compared with previous public health policies, but it may not be sufficient to tackle wicked public health problems. If a policy problem justifies policy integration beyond IA, combining an epidemiological and a policy reality might be helpful. This means taking determinants as the starting point for the policy process, as well as translating them into policy. Setting broad policy goals might also be helpful, since this gives actors of other sectors the opportunity to participate, and bring along several other types of policy instruments. Further research on the actual development of these empirical manifestations of IPHP should provide greater insights into these processes.
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